The Royal Park Multidiagnostic Instrument for Psychosis is a validityoriented assessment procedure developed for the acute psychotic episode using serial interviews and multiple information sources. This article describes the development and structure of the RPMIP and reports the findings of an interrater reliability study (n = 50). In addition, results are presented from a study that examined aspects of the procedural validity of the instrument when contrasted with consensus diagnoses made by a team of clinicians applying operational criteria in a less formal way to a common sample of patients (n = 87). Finally, the role of assessment procedures of this type in research into psychiatric disorders is briefly discussed.
The Royal Park Multidiagnostic Instrument for Psychosis (RPMIP) has been developed on the basis of the principles articulated in Part I of this article (McGorry et al. 1990) , and is intended to provide a specialpurpose assessment tool for the acute psychiatric episode that overcomes some of the limitations of existing assessment methods and achieves maximum clinical validity (Kendell 1989; McGorry et al. 1989) . Although particularly appropriate for use in first-episode cases of psychosis, the RPMIP is also applicable for assessing the current episode in patients with an established and recurrent psychotic disorder who have relapsed.
This article describes the way in which the basic principles underlying the RPMIP have been implemented in its construction and provides an overview of the assessment procedure. Results of an interrater reliability study and a study of the procedural validity of the RPMIP are presented, and followed by a brief discussion of the implications of this kind of development for research in the psychoses.
Selection and Operationalization of Individual Diagnostic Systems
The first step in implementing the multidiagnostic principle in the development of the RPMIP was to consider the full range of concepts of psychotic disorder and to decide which of these could and should be included in the instrument. The array of diagnostic concepts can be grouped into the following four main categories: concepts of schizophrenia, concepts of affective psychosis, concepts of atypical psychosis, and other concepts of psychotic disorder. Within these groupings, concepts may be otherwise subdivided-for example, as historical or current.
The number or range of diagnostic concepts in each group is variable and tends to reflect the "diffusion" of the main conceptual grouping. This can be related to the number of competing constructs within the broader domain-for example, of "schizophrenia'-and particularly the degree to which these constructs overlap. A measure of the degree of overlap and, hence, diffusion is provided by concordance studies (reviewed in Part I) which showed 518 SCHIZOPHRENIA BULLETIN substantial overlap between competing conceptualizations of affective psychoses, but much lower concordance between rival definitions of schizophrenia and, especially, of schizoaffective psychosis. In an attempt to represent or cover these heterogeneous conceptual domains, a large number of operational definitions of these concepts has been included. The atypical group has also been enlarged by the inclusion of idiosyncratic and unfamiliar syndromes, often from non-Englishspeaking cultural and theoretical traditions. This strategy was used deliberately in an attempt to improve descriptive validity within the psychotic spectrum, especially within the so-called "residual" categories, and has been proposed by others for similar reasons (Retho and Ban 1988) .
The role of theory in the development of psychiatric classification is controversial, but "theoretical conceptions are unavoidably embedded in the choice of variables" (Skinner 1981, p. 83) . Pfohl and Andreasen (1978) are similarly agreed that an intuitive approach based on some underlying constructs is the first step in devising a classification. Our strategy then, especially in the atypical psychosis domain, has been to be overinclusive in incorporating heterogeneous diagnostic concepts. Any concept that represents an alternative view with some face validity and is likely to cover a significantly different sample of patients has been included. In the process, we have included concepts which possess individual components that are difficult to operationalize and which may be associated with reduced, but not necessarily unacceptable, interrater reliability. We have followed the advice of Vaillant and Michels (Klerman et al. 1984 ) on this matteT-namely, to retain theoretically important symptoms, and to study and, if necessary, improve the accuracy with which they are assessed.
It is easy to establish reliable categories that have no relevance or validity. The strategy .of science is to construct hypotheses that seem to be gooa candidates for validity-decisions based upon theories about the subject matterand then to make these hypotheses as reliable as possible without relinquishing their relevance. [Michels, in Klerman et al. 1984, p. 549] It is this perspective which underpins our decision to include, along with the more empirical systems of operational criteria such as DSM-III (American Psychiatric Association 1980), the more seminal historical and cross-cultural concepts from within the psychotic spectrum. These have been recast in operational form as described below, and this task has been either carried out by reference to original source material, or using, after careful review, the operational definitions of the concept-for example, Langfeldtian schizophrenia-constructed by others, especially Landmark (1982). As described, some of these concepts have been difficult to operationalize in the past, since some of their components are difficult to grasp and recognize. Previous instruments have excluded such items due to their low interrater reliability and, in the process, have sacrificed the diagnostic concept as a whole. This amounts to throwing out the baby with the bath wateT, which might be at least premature in the present state of knowledge.
In developing and evaluating operational definitions of historical or alternative concepts, we have essentially followed the procedure originally proposed by Hempel (1961), known as "explication" -the reconstruction of basic psychiatric categories. Explication has two components: meaning analysis and empirical analysis (Schwartz and Wiggins 1986) . Meaning analysis involves making explicit what is implicitly conveyed by a diagnostic term or concept. In relation to the historical concepts, the present-day perception of these is often vague, and in the process of a meaning analysis, the author's original concept can often be more clearly appreciated, sharpened, and precisely defined. This redefinition obviously involves a personal interpretation of the original account by the person conducting the analysis.
The second component of explication, empirical analysis, refers to the specification of those features of the concept (generally surface manifestations of the hypothetical or latent traits included in the meaning analysis) that are necessary and sufficient for its presence. These can be derived from the writings of the original authors, but can also be empirically tested to assess whether they actually occur together, in the manner specified, in real patients. In this respect, what might be reduced to a static or unidimensional "psychiatric portraiture" (Havens 1985) becomes a more dynamic process capable of further refinement. In a series of essays, Schwartz and Wiggins (1986 have articulated this process from contrasting philosophical perspectivesnamely, logical empiricism and the Weberian notion of "ideal types." We have been guided by these perspectives in selecting the diagnostic concepts and formulating their defining criteria for the RPMIP.
An illustration of the process of explication may be helpful. The conventional wisdom is that Kraepelin's concept of dementia praecox is polythetic; that is, any of a wide range of equally weighted cross-sectional features may be present in patients whose unifying characteristic is that they deteriorate in mental functioning over time. While this was Kraepelin's earliest position, confirmed in a recent translation of his first description of dementia praecox in his textbook of psychiatry (Kraepelin 1987a) , his views evolved over time and were understandably influenced by his contemporaries. In the major English translation of his concept of dementia praecox (Kraepelin 1919) , it is possible to discern through a meaning analysis what at that time lay at the heart of his conception of the disorder. On the basis of his experience of about a thousand cases, and apparently under the influence by this stage of Eugen Bleuler and certainly of Stransky, he states in a discussion of the "general psychic clinical picture":
There are apparently two principal groups of disorders which characterize the malady. On the one hand we observe a vxakening of those emotional activities which permanently form the mainsprings of wlition... .The second group of disorders, which gives dementia praecox its peculiar stamp, has been examined in detail especially by Stransky. It consists in trie loss of the inner unity of the activities of intellect, emotion, and volition in themselves and among one another. Stransky speaks of an annihilation of the "intrapsychic coordination ."... [Kraepelin 1919, pp. 74-75] The Kraepelinian "ideal type" of dementia praecox, then, came to be based upon the two rather nebulous latent traits of "weakening of the mainsprings of volition" and "intrapsychic ataxia," which he saw as connected, with the volitional disturbance being primary. We are still some distance from operational criteria. Through further reading of Kraepelin, however, it is possible to perform the second step of the explication process-namely, an empirical analysis. This involves identifying the specific symptoms and signs that Kraepelin regarded as the surface manifestations of the fundamental characteristics of the illness {seethe groups of features listed in figure 1 , under A and B). We have now moved away from a polythetic concept of dementia praecox to a set of criteria where certain features possess particular value, a situation closer to the notion of ideal types. It also means that the Kraepelinian concept can be rendered in a crosssectional form, a result that we regard as quite valid, since Kraepelin actively sought to identify the crosssectional features that were predictive of the outcome of "dementia" (Kraepelin 1987b) . We have included his major unifying characteristic of deterioration in the operational definition as criterion C, and the presence of this feature has the effect of converting the subject from a "probable" to a "definite" case. This process results in an operationalization of Kraepelinian dementia praecox circa 1913, the date of publication of the third volume of the eighth edition of his textbook of psychiatry, which was the source for the 1919 English translation. Naturally, this is only one attempt at explication of the concept, and disagreement is possible at both the stages of meaning analysis and empirical analysis.
Apart from the standard "fixed" operational definitions such as those used in Research Diagnostic Criteria (RDC; Spitzer et al. 1978) and DSM-HI, we have carried out this process for all the diagnostic concepts contained in the RPMIP. We have been able to benefit from similar work by Landmark (1982), since he had obtained the imprimatur of approval for his operational definitions from the original authors in the case of Manfred Bleuler and Gabriel Langfeldt. Nevertheless, even in these cases, we reviewed the original sources and corresponded with Manfred Bleuler ourselves, before adopting Landmark's definitions unchanged. Having selected the range of concepts, via the process of explication as described, or by the adoption of existing criteria, we assembled the content of the instrument. The next phase in the development process was the construction of interview schedules and guidelines for their use and the blending of the multiple information sources.
Structure and Administration Profile
The RPMIP comprises a number of components that are listed in table 1 and will be briefly described. The procedure is intended to reflect, as closely as possible, the normal processes of assessment and diagnostic formulation within an acute episode of illness, supplemented, however, by the advantages of greater precision.
The first component is the interview schedule, which is used as a framework for conducting interviews with the patient on a minimum of two occasions during the episode. The structure of the interview is outlined in table 2, and extracts are shown in figure 2 . The first interview ideally occurs as soon as possible after the patient's admission to allow florid symptomatology to be observed, and an initial attempt to build up a picture of the episode to that point. The second interview, carried out as late in the illness episode as possible, generally allows this picture to be fleshed out and remodeled in a clearer, more complete manner, since the patient is usually more coherent and cooperative, and is therefore better able to participate in the attempt at reconstruction of the experience and effects of the illness. It also enables symptomatology from the postadmission period to be elicited, observed, and recorded. Either interview alone is sufficient to convey the full picture of the illness episode, with each possessing a different set of limitations.
The second component is the illness duration or informant interview, which is conducted with relevant informants) after the initial interview with the patient. A relevant informant in this context is someone who has been in regular, preferably close, contact with the subject during at least some, and optimally all, of the preadmission period of the current episode. The aim of this interview, which may be administered to a number of informants if appropriate, is to document the psychopathology present before admission, as well as its duration and sequence. The third component is the discharge scoresheet, which allows the data from the multiple information sources to be collated in a set of final ratings for the episode. The ground rules for the assembly of this composite data base are carefully set out in the glossary and guidelines document. The glossary component is a complete set of definitions for each item in the instrument, constructed using original source material from the relevant diagnostic concept or system. In many cases-for example, "disturbance of associations'-an item is used by several diagnostic systems and a common definition, drawing upon several sources, has been formulated. This has only been attempted where the overlap between the various definitions of the symptom is very substantial. Where significant differences in the For First Admissions, i.e., Prodromal Symptoms, consider the period from the earliest change from the patient's usual or stable premorbid level of functioning up until the emergence of the first evidence of frank psychotic symptoms.
For Readmissions, i.e., Residual Symptoms, consider the period from termination of the previous psychotic episode (when psychotic symptoms resolved or the patient's symptoms reached a plateau) up until the reappearance or exacerbation of active psychotic symptoms.
In each case, restrict the patient's attention to this defined period, in particular avoiding overlap with periods of acute/frank psychosis.
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• ]"). The glossary and guidelines document is intended for use during the final rating procedure as well as during the interview and data collection period. The final scoresheet is structured so that the sequence of the interview is followed as closely as possible, and items of a similar nature are grouped together. In addition, each page of the scoresheet is "screen-sized" (maximum 15 items per page) so that the data can be entered in a very convenient manner, with each page of the scoresheet appearing serially on the microcomputer screen.
The fourth component, a mechanism for the application of diagnostic algorithms or decision rules, exists in two forms: a manual version and a computerized version. Each performs the function of applying the multiple sets of operational criteria to the psychopathological data base and eliciting a list of diagnoses for that particular patient. The computer program, which was developed to facilitate data entry as well as apply the diagnostic decision rules automatically, was originally written in GW Basic, and was intended to allow a "user friendly" method of data entry. It is currently in the process of being rewritten in another computer-program language to simplify the process of data transfer and to enable all aspects to be carried out more rapidly. The final component is a summary sheet of the diagnoses covered by the instrument, which can be completed after step 4 for each patient (see figure 3) . The administration of the RPMIP (see figure 4) involves approximately 67 hours of interview time, which comprises l%-2 hours for each patient interview; 1 hour for each illness duration or informant interview; and approximately 2 hours to extract relevant information from case notes, collate the multiple sets of information to make final ratings, apply the diagnostic decision rules, and record the diagnostic summary. The final steps are much less timeconsuming if the final data are entered directly via microcomputer. There is often a reciprocal relationship between the length of the initial and update patient interviews, with the total patient interviewing time averaging about 4 hours.
The RPMIP is, therefore, a timeconsuming and demanding procedure involving the elicitation and rating of complex psychopathological phenomena, merging multiple sources of information to construct a data base, and applying diagnostic decision rules to the data. It requires a high level of skill in psychiatric interviewing and the ability to form links with other professionals and relatives to follow the patient through the episode and to obtain and record the relevant information. In view of the uncertainty about the validity of psychopathological assessment done by lay interviewers (Anthony et al. 1985; Burvill 1987; Shrout et al. 1987) , and the persuasive arguments for experts to be centrally involved in such assessments (Spitzer 1983) , we believe that experienced clinicians are the ideal personnel to carry out the RPMIP procedure. This does not necessarily mean psychiatrists, however. Our experience has confirmed that clinical psychologists and experienced psychiatric nurses can be trained to use the instrument reliably and validly over a period of 3-6 months, although the exact length of training depends on a variety of factors, especially the level and quality of earlier experience with psychotic patients. The training involves viewing and discussion of videotaped interviews, conducting live interviews under the supervision of experienced interviewers, extensive readings in psychopathology, and particularly close familiarity with the glossary definitions of the items contained in the instrument. The training of clinicians for this task requires a major investment of time and resources, and results in the development of very specialized skills.
Reliability of the RPMIP
An interrater reliability study was conducted during 1987 using the full RPMIP procedure in a sample of 50 subjects. Raters were a clinical psychologist (the fifth author, CD.) and an experienced psychiatric nurse (P.H.). Table 3 presents the characteristics of the sample. The subjects were young adults with a recent onset of psychotic illness and otherwise were broadly representative of psychotic patients admitted to metropolitan public psychiatric facilities.
The study was a logistically difficult undertaking because of the complexity of the full procedure in comparison with single interview assessment paradigms. The difficulties arose from the need for the two raters to conduct a series of joint interviews with each subject and relevant informants during the inpatient period, while refraining from any discussion about the material elicited, and thus to make completely independent final ratings on the basis of all the sources of information. Conversely, there was the important requirement to limit information variance, so that the raters were exposed to the same material (i.e., the same interview sessions and case record information). These considerations required a rigorous study design, which was formulated and strictly followed. An interrater design was the only option available, since the RPMIP procedure, with its attempted integration of the psychopathology of the entire episode, precludes a test-retest design. A joint-interview model (Grove et al. 1981 ) was used in preference to one based on standardized videotapes and abstracted case material for feasibility reasons, and also to provide an in vivo evaluation of the procedure. The interviewer and observer roles were shared by the two raters in an alternate fashion during the course of the study. Table 4 presents the results for the individual diagnostic categories, while tables 5-7 and figure 5 present the results for the individual items.
The reliability of nearly all diagnostic categories was good to excellent, as reflected in fc values > 0.6 for all diagnoses except three. The exceptions were DSM-III schizoaffective disorder and atypical psychosis, both of which are residual categories and lack specific operational criteria, and DSM-III nonpsychotic depression. In addition to the lack of criteria for the first two diagnoses, the very low base rates of these diagnoses in the sample may have significantly contributed to the low * value, since the value of k tends to be lowered by reductions in the base rate, assuming a fixed sensitivity and specificity (Grove et al. 1981) . Indeed, for schizoaffective disorder and nonpsychotic depression, one rater diagnosed each disorder on one occasion while the other never did so in this sample. Since in each case there was disagreement on this single subject, the value of * suffered severely. The base rate for atypical psychosis was a little higher at around 5 percent, and overlapped with base rates at which other diagnoses (e.g., DSM-III paranoid disorder) recorded a much higher * value. While the lack of criteria could be invoked to account for the low k through increased criterion variance, these data actually illustrate that in small-sample reliability studies, * is unstable at low base rates, and both high and low values may result.
In studies with a relatively small number of subjects, coefficients of agreement based upon very small numbers of positive diagnoses have too much sampling error to be informative. This contrasts with the low base rate situation in large-scale epidemiological surveys where the numbers of positive diagnoses are much greater. For this reason, greater caution needs to be exercised in interpreting and fc values in the low base rate situation in small-scale reliability studies-a caution that should be applied to high as well as low values of fc. The recommendation of Grove et al. (1981) that k not be reported when the presence of a disorder is below 5 percent may therefore be appropriate in smaller studies, but not necessarily so when the n is large.
The statistic Yule's Y has been revived as an alternative to fc to attempt to handle the problem of low base rates by researchers who have been involved in epidemiological surveys of large populations where low base rates are inevitable for most disorders. This approach has been strongly criticized, however, by Shrout et al. (1987) on the grounds that it actually conceals the true situation-namely, that it is increasingly difficult to make reliable distinctions as the population becomes more homogeneous and disorders become rare (or in a multidiagnostic paradigm, where disorders are rare xoithin a single sample). Shrout et al. (1987) argue that k more accurately reflects what is really happening, and that while Yule's Y produces consistently higher absolute values than k for base rates < 50 percent, these are not so intuitively interpretable as the k value. They suggest that instead of providing some sort of "corrected k" for low base rates, Yule's Y consistently overstates the true reliability. Given the complexities of interpretation highlighted by Grove et al. (1981) , this view may oversimplify the situation with respect to low * values, which may not be directly indicative of the accuracy of the diagnostic schema. Grove et al. (1981) also point out that a low value of fc may be inevitable, yet quite acceptable for the purposes of a particular study in which restrictive diagnostic systems such as RDC are used. Clearly, simple formulas or rules of thumb based on * or Yule's values which seek to reflect the merit of a particular raters or diagnostic procedures may be more difficult to establish than previously appreciated or acknowledged. This is particularly so in the case of fc, since sensitivity and specificity values are rarely known for the diagnoses under consideration. This is a contentious and complex issue, and the controversy has yet to be resolved. For this reason, following the advice of Grove et al. (1981) and Spitznagel and Helzer (1987) , we have presented several parameters for each diagnostic conceptnamely, the base rate for each rater as well as the value for * and Yule's Y where these could be computed. To calculate Yule's Y where one cell of the classification table was 0, we used the pseudo-Bayes estimation method for adjusting the cell frequencies to produce a more realistic value of Y, as described by Spitznagel and Helzer (1985) . In the interests of consistency, we also recalculated the * value for those diagnoses and individual items where the pseudo-Bayesian adjustment was made for the purpose of calculating Yule's Y. The logic for this adjustment is that zero cells would not occur if the total population from which the sample is drawn or a larger subsample of this population were involved.
The adjusted and nonadjusted values of * and Yule's Y are listed separately in table 4 and in tables 7-8. While a detailed discussion of the contrasting values of the two statistics and the effect of the pseudo-Bayesian adjustment upon k is beyond the scope of the article, it can be seen that the adjustment substantially reduces the * at low base rates and results in conformity to the expected relationship between the two statistics (Spitznagel and Helzer 1985) .
The reliability for the individual items was also examined for a total of 260 items (see tables 5-7 and figure 5). The mean (unadjusted) * for all items was 0.70, which compares favorably with single interview procedures such as the Present State Examination (PSE; Wing et al. 1971) , where k values of 0.73 (Kendell et al. 1968 ) and 0.67 (Cooper et al. 1977) have been obtained. Table 5 shows the mean (unadjusted) * for each subsection of the RPMIP and demonstrates that the range was relatively narrow (k -0.62-0.82) and all subsections achieved good to very good reliability. Of particular interest is the effect of blending information from two information sources, patient and informant, as seen in the prodromal and residual symptom subsection. Although the k for the consensus ratings (0.68) was lower than both the patientderived (0.74) or the informantderived (0.80) ratings, the decrement was not substantial and the fc value remains quite acceptable. The frequency distribution for the unadjusted item values of * (table 6 and figure 5) shows that over 90 percent were above 0.4, the traditional minimum acceptable value for k; that is, the great majority of items were rated with at least a fair degree of reliability. A review of the 21 items with a fc< 0.4 revealed only 6 items that were direct building blocks of diagnostic concepts, the remainder being supplementary items not linked to operational definitions (e.g., PSE items), and most of the 6 items directly linked to key diagnostic entities were found to have a low or very low base rate. This is reassuring, since for an instrument of this kind, where the item pool is largely determined by sets of fixed operational criteria, it is not possible to cull individual items on the grounds of poor reliability as has occurred with other instruments such as the PSE, since this would lead to the rapid deletion of whole diagnostic concepts whose overall reliability was satisfactory. Specific strategies can be used, however, to enhance the reliability of key items with unacceptably low reliability. Table 7 presents the base rates for each rater and the adjusted and nonadjusted k and Yule's Y values for a representative set of symptoms from the instrument. Nearly all of these symptoms, even those hitherto regarded as "difficult to define" (Wing 1983) such as autism and praecox feeling, can be reliably rated except at extremely low base rates. For very rare symptoms, consensus ratings based on videotaped material could be considered to improve precision. These data do not provide any direct indication of the validity of the ratings, but the base rates of certain key symptoms (e.g., Schneiderian first-rank symptoms, depressed mood, and catatonic symptoms) are generally what would be expected in a sample of young psychotic patients, and this provides an index of-comparative validity. Spitzer and Williams (1985) emphasize the importance of demonstrating the procedural validity of a new procedure for arriving at psychiatric diagnoses, whether or not the ultimate purpose of the new procedure is to replace an existing procedure. Procedural validity "concerns the extent to which the new diagnostic procedure yields results similar to the results of an established diagnostic procedure that is used as a criterion" (Spitzer and Williams 1985, p. 595) . The term refers solely to the validity of the evaluation procedure and not to the diagnostic categories themselves. Indeed, there are no "pure" DSM-lll diagnoses, for example, independent of the method being used to apply the criteria. This means that the selection of an appropriate validating procedure is not easy, since there is no agreed-upon "gold standard." One method of approaching the problem, reviewed by Burke (1985) , has been to carry out crosssectional comparisons of pairs of instruments or procedures. Spitzer's (1983) We developed what became known as a consensus diagnostic procedure, which can be described as follows: A weekly meeting of clinical staff members involved in our inpatient research unit was held, and trainee psychiatrists presented a detailed summary of all historical and mental status data from the current episode of illness for each patient shortly after discharge. Nursing staff members contributed information from their perspective, and other clinicians who had interviewed the patient contributed additional material. In this way, a comprehensive reconstruction of the episode was achieved which was comparable to, but less formal than, the RPMIP. The senior clinicians, who were all research psychiatrists, sought to reach agreement on a series of ratings in relation to the patient.
Procedural Validity of the RPMIP
These included a DSM-III diagnosis of one of the psychotic disorders, and an alternative diagnosis using any system that in the view of the group possessed greater descriptive validity for that patient. The degree of consensus and certainty about the diagnosis for each patient was also rated, and a list of differential diagnoses (DSM-III) constructed. Each case was presented and discussed in an extensive manner (average duration «» ~ 45-60 minutes). A minimum of three psychiatrists had to be present before the meeting could proceed, though the mean number of participant raters was 4.7 (SD -1.7). This procedure followed the LEAD standard in that the material was longitudinal, at least in relation to the current episode; though past episodes as in the RPMIP procedure were excluded, the diagnoses were the distillate of expert opinion, and all data were included in the consensus decisions. The DSM-III classification was selected as the system to be evaluated for procedural validity, since it is mutually exclusive and jointly exhaustive for psychosis and the criteria were expected to be well known to the participating clinicians. If the RPMIP procedure were a valid method of making DSM-1I1 diagnoses, one would expect reasonably high levels of agreement between it and the consensus method. Table 8 presents the results of this procedure. Eighty-seven subjects were diagnosed by both methods, and the k and Yule's Y values (unadjusted and adjusted) indicating the levels of agreement between them are listed, together with the base rates of the diagnoses according to each procedure. The overall level of agreement indicates that, taken in the context of other studies of procedural validity which have used the DSM-m system (Burke 1985), the RPMD? probably ts a valid method for making DSM-W diagnoses. However, there is significant variation in the level of agreement for different diagnostic categories, and since in this case, poor agreement is not adequately explained by the effect of low base rates, other explanations must be sought.
It is possible that there were systematic biases affecting the RPMIP that derived from the raters or from the procedure itself (Philipp and Maier 1986) . On the other hand, it is possible that bias affected the consensus procedure leading to deviations from standard use of the DSM-III criteria. It is also likely that information variance may have contributed, since the material presented at the consensus meetings was independently collected and presented, and the RPMIP raters were only permitted to present their material after the consensus diagnosis had been made. It was our impression that the much more detailed assessment of the prominence, duration, and sequence of individual syndromes in the RPMIP led to selective but critical information variance that sometimes resulted in diagnostic disagreement. For example, a relative lack of clarity about these aspects in the consensus meetings tended to result in patients being assigned to the schizoaffective category rather than to schizophrenia or affective psychosis, a trend reflected in the data in table 8. On the basis of our own participation in the consensus procedure, however, we believe the predominant reason for reduced agreement was the second factor listed above-namely, a tendency on the part of the clinicians, who were more intimately familiar with the criteria than almost any other local psychiatrists, to apply them inaccurately at times.
This tendency arose from a desire to reach consensus on difficult cases which resulted in "compromise" diagnoses, a finessing of the criteria to support intuitive or "gut" feelings about patients, and at times a lack of detailed knowledge of the criteria or differences of opinion concerning their interpretation. Another distortion witnessed in this form of validation procedure includes the biasing effect upon the more junior clinicians of the views of influential senior clinicians who had spoken first. Steps were taken during the course of the study to try to reduce the effect of these factors, but we believe that they largely account for the reduced * values in the schizoaffective, schizophrenic, and bipolar categories, since schizoaffective disorder was a common compromise diagnosis, and schizophrenia a not uncommon intuitive diagnosis in the consensus procedure. This interpretation is supported by the excess in these categories in the consensus data. Some of these factors are beginning to be recognized as general threats to the reliable and valid use of diagnostic criteria (Spitzer et al. 1982; Jampala et al. 1988; Winokur et al. 1988) , and their influence needs to be considered in the design and interpretation of the present type of procedural validity study. It needs to be remembered that there is indeed no gold standard, that one is probably comparing a better diagnosis with a worse one in this type of study, and that as a result moderate levels of agreement are to be expected.
Conclusion
The development of a diagnostic tool specifically designed for the reconstruction of a current episode of psychotic illness has been described. The instrument is validity-oriented in that it enables all valid sources of information to be incorporated in this reconstruction, and, through its multidiagnostic aspect, allows a number of different hypotheses about syndromal boundaries within the psychotic spectrum to be tested against external validity markers. Despite the use of multiple sources of potentially conflicting information and serial interviews, acceptable overall reliability has been demonstrated for the procedure. The procedural validity of the instrument has been examined in a limited way using a single diagnostic system, which nevertheless has wide currency. Procedural validity similarly appears to be satisfactory, although this assessment must be qualified by the difficulties in interpretation of the results of studies of this type.
While the RPMIP permits a valid and reliable reconstruction or integration of the psychopathology of the acute psychotic episode, it does not easily allow the changing patterns of psychopathology to be studied in a sensitive way. \fersion 2 of the RPMIP has recently been completed, however, and it allows some change ratings of affective symptomatology to be recorded and has also incorporated the DSM-III-R (American Psychiatric Association 1987) criteria for psychotic disorders. An adjunctive procedure, the Brief Psychiatric Rating Scale (Nursing Modification) (McGorry et al. 1988) , has also been developed in this unit to enable changing psychopathology to be studied in a more valid way during the inpatient phase of illness. One continuing gap in the coverage of the RPMIP procedure, however, is the assessment and recording of nonpsychotic symptomatology occurring before, during, or after an acute episode of illness. A related issue is the problem of how to apply the multidiagnostic approach to samples of patients whose psychotic illness is relatively quiescent. These issues are currently under consideration. Diagnostic instruments like the RPMIP are specialized tools, whose use will be limited to research centers where the focus is on the inpatient phase of psychotic disorders, especially schizophrenia and related psychoses. They may not be appropriate for community or outpatient projects, where florid psychopathology is uncommon, or for studies where investigators do not believe that they require highgrade information on the psychopathology of the subjects. While we agree with that to "cut corners" may hinder progress, it remains to be seen whether demanding procedures like the RPMIP will prove to be a practical proposition in view of the time and expense they require. 
